. Fluorescein angiography is sometimes necessary to detect these lesions, which may be unapparent ophthalmoscopically (Krill and others, I969; Gass and Wilkenson, I972; Hyzarinen, Lerer, and Knox, 197I) . Gass and Wilkenson (1972) have documented the development of a new peripheral lesion. Krill (I97i) and Schlaegel (I972, 1974 (Fig. 3a) . There was depigmentation of the retinal pigment epithelium adjacent to this area. The three previously noted choroidal lesions were distinctly more prominent, and at least three additional choroidal lesions had appeared (Figs 3a, b ). There was a definite peripapillary choroidal lesion inferonasally (Fig. 3a arrow) Slit-lamp biomicroscopy of the anterior segment and vitreous was normal. At that time no peripheral atrophic scars were noted in either eye. Peripapillary changes were present in both eyes. The right macular region appeared normal (Fig. 6 ). In the left eye (Fig. 7) there was a chorioretinal scar just temporal to the fovea. A second subretinal scar surrounded by a zone of subretinal haemorrhage was noted inferotemporally. Overlying both scars was a serous detachment of the sensory retina. ('Atrophic' choroid spots (Fig. 7 arrow) Schlaegel, 1975; Gass and Wilkenson, 1972 There are several exceptions and variations noted in the reporting of the POHS (Table II) (Braunstein and others, I974) . Thirdly, at least 25 per cent of patients do not have peripapillary scarring (Schlaegel and others, I967; Schlaegel, 1974) . Fourthly, epidemiological surveys attempting to characterize peripheral atrophic choroidal scars (Krause and Hopkins, 1951) 
